Different types of treatment have been used for the prophylaxis of rhegmatogenous retinal detachment. ' The first were cautery and diathermy,' which met with little acclaim and were replaced in the 1950s by the extensively used xenon arc photocoagulation. 35 Cryopexy was the next most popular surgical technique.6" In the late 1960s Zweng8 reported the use of argon laser photocoagulation (ALP) for retinal breaks. The advantages and disadvantages of cautery, diathermy, xenon arc photocoagulation, and cryopexy have been well documented.4"" However, we do not know of any extended follow-up studies on the results, advantages, or complications of ALP.
In this report an evaluation is made of the results of treatment of retinal breaks with ALP in a series of 95 eyes of 93 patients who were diagnosed as very likely to develop retinal detachment. The tern 'break' refers to a full-thickness defect of the retina.
Material and methods
The clinical data of all the patients with retinal holes After dilatation of the pupil with 0 5% tropicamide and 10% phenylephrine hydrochloride treatment was given with slit-lamp delivery argon laser photocoagulation, the Goldmann 3-mirror diagnostic contact lens being used. The most frequently used photocoagulator parameters were 200 to 500 ,um beam diameter, 0-I to 0-5 s tine exposure, and 600 to 1200 mW power. Some variations of the parameters were made, depending on the amount of reaction, so as to obtain a moderately heavy to heavy lesion. The break was surrounded with at least 3 rows of photocoagulation marks. Two types of breaks could not be completely surrounded with photocoagulation marks, namely, breaks extending anteriorly as far as the ora serrata, and flap tears with a localised retinal detachment adjacent to the anterior margin of the tear, making a total of 14, 6 in subgroup A (1) and 8 in subgroup A (2) . A U-shaped photocoagulation was performed in these breaks, and care was taken to extend the treated area at the anterior edges sideways for at least 5 rows of photocoagulation marks and whenever possible to the ora serrata.
In all cases we took great care to place the lesions in areas in which the sensory retina and pigment epithelium were-not separated.
Results
Group A. Only 1 eye in this group of 74 eyes developed retinal detachment, in a patient in subgroup A (1) who was examined for the first time because of entoptic complaints. A flap tear smaller than 1 disc diameter was found in the superior temporal quadrant. ALP was performed the same day. Six days later a retinal detachment was seen in the upper and lower temporal quadrants, not extending to the macula. Surgery for retinal detachment was successful, and after a follow-up period of 21/2 years the retina was flat and visual acuity 6/12.
The mean follow-up period after treatment of this group of patients was 27-8 months, the shortest period being 6 months and the longest 6 years.
Group B. Thirty-four breaks were treated in this group of patients. Only 1 patient in this group of 21 fellow eyes developed retinal detachment, which, however, was not related to a previously photocoagulated flap tear.
The mean follow-up period after treatment in this group was 31-6 months, the shortest period being 10 months and the longest 6 with a flap tear in the fellow eye, and Hyams described 32, of whom 10 later developed retinal detachment in the other eye. There is good evidence that prophylactic treatment of retinal breaks in similar cases is beneficial. In a study performed in Israel prophylactic treatment of retinal breaks in fellow eyes reduced the incidence of retinal detachment from 1% to 3%.18 Group B in this study comprised 21 patients with retinal detachment in one eye, treated prophylactically with ALP for 1 or more breaks in the second eye, of whom only 1 developed retinal detachment in the fellow eye, but unrelated to the break treated with ALP. It appeared 1 month after cataract extraction, the photocoagulated retina remained flat, and good chorioretinal scars were seen around the original tear.
Fourteen flap tears (6 in subgroup A (1) and 8 in subgroup A (2)) were not surrounded completely with ALP lesions but were treated by a modified technique in a U-shaped pattern, necessitated by the extreme anterior location of the tear with or without a localised retinal detachment at the anterior margin. All these patients, especially the 8 in subgroup A (2), were high-risk candidates for retinal detachment, but none of them developed it. Thus, this group of 14 patients does not seem to support the widely accepted opinion"" that the anterior aspect of the hole is by far the most important part to seal, as this is the area that is most subjected to vitreous traction. It is our impression that in similar cases retinal detachment can be prevented by photocoagulating a broader area of unseparated retina at the side borders of the tear.
Colyear and Pischel'2 stated that in cases of symptomatic retinal tears detachment appears at the latest 2 weeks after the onset of the symptoms, but that if the retina remains flat during this period it is very unlikely that detachment will occur. In Davis's series'4 of similar cases the critical period for the appearance of retinal detachment was stated as 6 weeks. From these 2 reports we can assume that the present results for ALP preventive treatment of the patients in group A may well be conclusive, since the mean follow-up period was 27 8 months and none was followed up for a period shorter than 6 months.
No complications related to the ALP treatment were found in this series, which is particularly significant if one compares ALP to cryopexy and xenon arc photocoagulation. Cibis2' found that 2 to 3% of patients treated with xenon arc photocoagulation develop preretinal macular membranes and macular pucker. These complications occur also after treatment with diathermy and cryopexy. Exudative retinal detachment has been described after cryopexy.22 Vitreous damage is a well-known and sometimes serious complication of cryopexy and xenon arc photocoagulation. These complications were never seen in this series of cases treated with ALP. The importance of avoiding additional damage to a diseased vitreous cannot be overemphasised in the prevention of retinal detachment.
Very frequently cryopexy has to be used under surgical conditions, with complete asepsis, conjunctival incision, and suturing. The, patient's discomfort is considerable and treatment may include admission to hospital, whereas the treatment with ALP is simple. It is ambulatory and causes minimal discomfort. ALP is delivered by binocular and direct viewing of the treated area. It is highly accurate in localisation, and its intensity can be easily adjusted according to individual tissue reaction.
ALP is a safe and reliable technique for the treatment of symptomatic flap tears and other high-risk retinal breaks. Strong vitreous traction at the edge of the break, and retinal and vitreous haemorrhages related to the appearance of the break, did not appear to lessen the favourable results in this series. It is probable that cryopexy should be reserved for cases which cannot be treated with ALP because of technical difficulties such as opaque media, small and nonreactive pupils, and unsatisfactory tissue response. It is also possible that the employment of ALP may be limited by the size of the retinal break. The largest retinal break treated by us was 3 disc diameters in size. Whether larger breaks can be treated safely with ALP has yet to be investigated. 
